I n recent years there has been great concern over the work-related mental health of employees working in health care organizations. Several studies have reported a high incidence of mental distress among health care workers. On the basis of data from the literature, Embracio, Papazian, Kenetish-Barnes, Pochard, and Azoulay (2007) concluded that severe burnout syndrome is present in about 50% of critical care physicians and in one third of critical care nurses. Letvak, Ruhm, and McCoy (2012) found 18% of 1,171 U.S. hospital nurses surveyed reported depressive symptoms: a figure twice that in the general population.
A large number of empirical studies have focused on organizational factors that explain the mental health problems of health care workers. These often rely on theoretical frameworks, such as the effortYreward imbalance model or the job demandsYcontrol model, that provide insights regarding the impact of an individual's job design. The growing body of empirical research on the relationship between individual job design and employee health has given rise to several systematic reviews on the subject. For instance, Michie and Williams (2003) reviewed the literature up to year 2000 and concluded that the empirical evidence is consistent with the job demandsYcontrol model: that the most common work factors associated with psychological ill health are work demands (long hours, workload, and pressure), a lack of control over work, and poor support from managers.
Although these factors certainly influence employee mental health outcomes, most research to date has examined psychological ill health from an individual job design perspective (e.g., Stansfeld & Candy, 2006) . In this study, we have taken a different, less familiar perspective that focuses on the organizational climate (OC) within an organization. Rooted in Lewinian field theory, the OC approach concentrates on those aspects of the social environment that are consciously perceived by organizational members (Denison, 1996) . In this review, we explicitly view OC as the perceptions of the social and interpersonal aspects of the work situation (Wilson, DeJoy, Vandenberg, Richardson, & McGrath, 2004) such as leadership, group behavior, and communication. In taking an OC perspective, we hoped to add to what is already known from the reviews and studies that adopt an individual job design perspective. Although we recognize the importance of employees' perceptions of their immediate work tasks in explaining mental health outcomes, we believe that a broad review of studies that include mental health predictors related to the social and interpersonal aspects of the work situation will contribute to our knowledge about occupational mental health in health care organizations. Our focus on OC will moreover provide new directions to those interested in managing the health of health care workers.
Although there have been several systematic reviews on the subject of OC, these have focused either on out-comes other than employees' mental health, such as work attitudes, motivation, and performance (Parker et al., 2003) , or on a specific aspect of climate such as safety climate (Clarke, 2006) or ethical climate (Schluter, Winch, Holzhauser, & Henderson, 2008) . We were able to identify two literature reviews that had examined the impact of OC on health outcomes among health care employees. First, MacDavitt, Chou, and conducted a review on the effects of OC on patient and employee outcomes. However, their search strategy only included burnout as a mental health outcome, and they only reviewed studies conducted in hospitals. The second review, by Gershon, Stone, Faucett, MacDavitt, and Chou (2007) , addressed the role of OC in three health outcomes: musculoskeletal disorders, needlestick injuries, and burnout. However, as in the other review, burnout was the only indicator of employee mental health used. Furthermore, the review only included empirical studies within U.S. hospitals. These reviews both concluded that OC is related to employee mental health. More specifically, Gershon et al. (2007) concluded that leadership variables are associated with burnout among health care employees. The current article contributes to the field by extending the existing literature reviews of MacDavitt et al. (2007) and Gershon et al. (2007) in four ways. First, by employing a time period covering the period from 2000 and 2012, we include more recent work published in the 5 years since the earlier reviews. Second, we did not limit ourselves to studies in hospitals or about nurses but examined a wide variety of health care organizations and occupations. Third, we included a wide range of mental health problems (i.e., burnout, anxiety, depression, psychological distress). Finally, we also searched for evidence of an OCYmental health relationship in studies conducted in countries other than the United States.
There is a lack of uniformity in both the terminology and the measurement of the OC concept (Kuenzi & Schminke, 2009 ). We decided, therefore, to not only look at the impact of OC as a distinct construct but also include research on the mental health consequences of dimensions that are generally seen as part of this climate construct. In this respect, we distinguished three dimensions of OC based on the work of Wilson et al. (2004) and Gershon, Stone, Bakken, and Larson (2004) : (1) leadership and supervision, (2) group behavior and relationships, and (3) communication and participation. As such, the purpose of this article is to give a comprehensive overview of the published evidence on the relationship between OC (and three of its dimensions) and mental health outcomes. To this end, a systematic review was conducted guided by the following two research questions:
RQ 1: How does organizational climate relate to the mental health of employees working in health care organizations?
RQ 2: Which dimension of organizational climate is most strongly related to the mental health of employees working in health care organizations?
Theoretical Framework
The OC Concept
The OC concept has been defined in many different ways (Schneider, Ehrhart, & Macey, 2013) , and previous research has highlighted the lack of consensus in terminology and measurement (e.g., Fink & Chen, 1995; Kuenzi & Schminke, 2009 ). Most OC scholars tend to agree on the following two aspects of the climate concept.
First, there is considerable agreement on the distinction between OC and culture. Although the concepts have some conceptual overlap, they are distinctly identifiable within organizations (Moran & Volkwein, 1992; Schneider et al., 2013) . Culture refers to the implicit underlying values, beliefs, and assumptions that guide employees' behavior (Schneider et al., 2013) . Climate, in contrast, concerns the meaning employees attach to the tangible policies, practices, and procedures they experience in their work situation (Schneider et al., 2013) . In this review, we explicitly focus on employee perceptions of the social and interpersonal practices of the work situation (Wilson et al., 2004) . Wallace, Hunt, and Richards (1999) studied the relationship between culture and climate and concluded that both concepts are related, but that a causal direction between the two should not be presumed.
Second, OC can be described either in terms of organizational features that can be applied to any number of contexts and industries or in terms of specific features that are tied to the subject of interest. The first approach is referred to as a global approach to climate (Patterson et al., 2005) or as molar climates (Schneider et al., 2013) . The latter approach is described as a domain-specific approach (Patterson et al., 2005) or as focused climates (Schneider et al., 2013) and addresses certain types of climate such as service climate, safety climate, or ethical climate. However, there is little research on the relationship between specific climates and general OC (Schneider et al., 2013) . One notable exception is the study by Neal, Griffin, and Hart (2000) that found that general OC has a significant impact on the safety climate within the Australian hospital sector.
Several studies have found that climate perceptions are related to a number of important performance outcomes in health care, such as quality of care (Aiken, Clarke, & Sloane, 2002) , innovative behavior (West & Anderson, 1996) , and patient satisfaction (Ancarani, Di Mauro, & Giammanco, 2009 ). Other health care worker-related outcomes that have been related to OC include job satisfaction, commitment, and intention to leave (Aarons & Sawitzky, 2006; Stordeur, D'Hoore, & The Next-Study Group, 2007) . As such, it is important that health care organizations understand how the OC they generate affects their employees and performance.
Organizational Climate Dimensions
To further clarify the description of OC used in this study, we adopt a characterization of the concept used by Gershon et al. (2004) . These authors conducted a review of the biomedical literature to start a process of standardizing the terminology. To this end, they reviewed measurement instruments for OC and identified four major dimensions of the concept: (1) leadership characteristics, (2) group behaviors and relationships, (3) communication, and (4) structural attributes of the quality of work life. The first three dimensions clearly refer to social and interpersonal aspects of the work situation. However, the structural attributes dimension better fits the work domain that Wilson et al. (2004) described as ''job design.'' The clear separation between aspects belonging to the job design domain and those aspects that are classified as OC (see also the conceptual model by Stordeur et al., 2007) led us to exclude Gershon et al.'s (2004) structural attributes dimension from this review. Furthermore, because participation and involvement are also frequently included as climate dimensions in the literature (Patterson et al., 2005) , the communication dimension was extended to cover ''communication and participation.'' This left us with the following three dimensions (see also Gershon et al., 2004 ):
1. Leadership and supervision. This refers to an employees' perception of leadership and supervision and comprises aspects such as leadership style, type of supervision, degree of management support, leadership trust, and type of leadership hierarchy. 2. Group behaviors and relationships. This dimension describes characteristics of interpersonal interactions, group behaviors, coworker trust, group supportiveness, and group cohesion. 3. Communication and participation. The final dimension refers to the formal and informal mechanisms used to transfer information. The degree of participation or involvement in decision-making is also included.
Employee Mental Health
For our study, we chose to interpret the term health in line with the argument of Danna and Griffin (1999) . They proposed that the term ''health'' should be used in organizational research that investigates physiological or psychological symptomology within an essentially medical context (i.e., reported symptomology or diagnosis of illness or disease). ''Well-being,'' on the other hand, tends to be a broader concept that takes the ''whole person'' into consideration (e.g., job or life satisfaction, commitment). Because we are interested in employees' mental health, we have examined outcomes that are either listed as a psychological disease (burnout, depression, and anxiety) or are more general measures of mental health (psychological distress and general mental health).
We chose this rather broad range of mental health outcomes to boost the number of studies included in our review.
Organizational Climate and Employee Mental Health
Theorists and researchers have proposed a variety of mechanisms linking OC to mental health. Generally, the research can be divided based on which of two sets of models was employed. One set of models describes OC as a job stressor that directly influences employees' mental health. For example, in their model of a healthy workplace, Kelloway and Day (2005) show that organizational factors (e.g., interpersonal relationships at work, employee involvement, and a culture of support, respect, and fairness) influence mental health. In this model, both job demands and broader organizational characteristics, such as climate, act as occupational stress factors that affect mental health outcomes.
The other set of models proposes an indirect relationship between OC and employee mental health. For example, in their model of the healthy work organization, Wilson et al. (2004) showed that OC is related to mental health through its effects on job design, job future, and psychological work adjustment. On the basis of these findings, it was argued that employees' perceptions of their work environment influence the way they relate to their job and their future in the organization. Positive perceptions decrease job stress and therefore result in better mental health. Our review includes studies from both groups of models.
Methods

Literature Search
Four complementary searching strategies were used to find relevant studies for our systematic review. First, a computerized search was initiated using three electronic databases: PsychINFO, MEDLINE, and Scopus. Searches included several keywords and synonyms to locate studies published between 2000 and 2012 that covered relevant (sub-)concepts. We attempted to find studies that addressed OC by using keywords such as social context, work, or practice environment. We chose this approach because authors in different disciplines use many different terms to describe features that refer to OC (Sleutel, 2000) . The OC measure column in Table 1 provides an overview of the terminology used in the reviewed studies. In addition, we did three searches using keywords for the three dimensions of OC (e.g., leadership style, supervision, management, group cohesion, cooperation, group supportiveness, communication, participation, involvement) with the constraint that these dimensions had to be part of an overall climate or work environment study.
The second search strategy included a search in the online archives of five scientific journals: Occupational and Environmental Medicine, Journal of Occupational and Environmental Medicine, Health Care Management Review, Journal of Occupational Health Psychology, and Social Science & Medicine. We chose these journals because they are the major journals on this subject.
Third, we examined the references in previous literature reviews and key studies in this field.
Finally, we asked several key health care researchers working in the field of OC whether they knew of additional studies that met our criteria for inclusion as outlined below.
Inclusion Criteria
Titles, abstracts, and manuscripts were included if they met all of the following inclusion criteria:
Type of study: Studies should primarily deal with the relationship between OC (or dimensions thereof) and employee mental health outcomes. Studies were included if the OC concept was examined using a composite scale or if at least two of the three climate dimensions were tested.
Type of participants: Either the entire sample of the study had to be employees working in a health care organization or results should be presented for health care workers as a subgroup.
Study design: Studies had to contain empirical research. Moreover, we were interested in studies that quantitatively examined correlations between variables (i.e., use bi-or multivariate analyses in presenting the results). This excluded studies using a qualitative research design.
Language: Only studies in English were considered.
Publication status: Only studies published in peer-reviewed journals were included. The main advantage of this control is that it serves as an extra quality check. As a result of the review process, published studies are likely to be of a higher quality than nonpublished studies. At the same time, we acknowledge this could potentially lead to a publication bias also known as the file-drawer problem (Rosenthal, 1979) .
Year of publication: Only studies that were published in the period from 2000 to 2012 were retrieved.
Quality Assessment
In the final part of the assessment, we reviewed each study for methodological quality using a quality assessment tool. This is comprised of 12 criteria that can be used to assess four study aspects: design, sampling, measurement, and statistical analysis. The tool was adapted from an instrument developed by Cummings et al. (2010) and has been used in previously published systematic reviews (e.g., Cummings et al., 2010; Wong & Cummings, 2007) . The tool was slightly adapted so that we could use it to assess the studies identified (i.e., changes made to the concepts addressed; see Table 2 ).
Data Extraction and Analysis
Given that the studies varied greatly in their measurement of the relevant concepts, analysis techniques, and effect sizes reported, it was unfortunately not possible to perform a metaanalysis. Therefore, we decided to analyze the contents using a conventional vote-counting procedure (Bushman & Wang, 1994) . We categorized the studies according to their shared characteristics and defined three possible outcomes for each tested relationship: significantly positive, significantly negative, or nonsignificant. The number of relationships falling into each of these three categories was summed and if most of the relationships fell into one of these categories, that modal category was declared ''the winner'' (Light & Smith, 1971 ).
Results
Search Results
Using the four search strategies outlined above, we identified more than 4,000 potentially relevant studies published between 2000 and 2012 (see Figure 1 ). After removing the duplicates, 2,308 studies remained. A further 2,214 studies were excluded based on a reading of their abstracts, leaving 94 studies. The full-text assessment of these excluded a further 70 studies seen as irrelevant and 3 low-quality studies. This selection process thus resulted in 21 studies for the review. Of these 21 studies, 13 had been initially identified through database searching, 4 through journal archives, and 3 from reference lists, and 1 study had been suggested by the key researchers. The search had identified all the relevant studies included in the previous reviews by Gershon et al. (2007) and MacDavitt et al. (2007) . Given our search approach and that we initially started with over 2,000 different articles, the final total of 21 studies was less than we had expected. The most common reason for exclusion was the use of a sample including non-health care employees. Much of the research on the relationship between OC and mental health outcomes uses a mixed sample -Coaching -Leader showing concern/interaction with team à emotional exhaustion (indirect via trust in leader) -Informing -Showing concern/interaction with team Trust (OTI): -Trust in the leader *Statistically significant associations. of occupations or a population-based survey. Moreover, most of the OC research does not focus on mental health outcomes but on work attitudes and behavior (e.g., job satisfaction, commitment, turnover). The results of the quality assessment are presented in Tables 2 and 3. The results of the studies included in our systematic review are shown in Table 1 (see Appendix 1). Figure 2 presents the results of our data analysis.
The OC Concept and Mental Health Outcomes
Of the 21 studies included in the review, only six studies examined OC by looking at the combined effect of multiple dimensions. Aiken, Clarke, Sloane, Lake, and Cheney (2008), for instance, tested the effect of the care environment, including both leadership and group behavior dimensions, among a large group of nurses (n = 10,184) working in 160 U.S. hospitals. Their findings revealed that the likelihood of nurses experiencing burnout were 24% lower in hospitals with good working environments than in hospitals with mixed environments and lower in hospitals with mixed environments than in hospitals with poor environments. The sample of 820 nurses used by Vahey, Aiken, Sloane, Clarke, and Vargas (2004) provided similar results with a nurse work environment construct, consisting of leadership and group behavior dimensions, having a statistically significant negative effect on the emotional exhaustion of nurses.
Two cross-sectional United States-based studies, by Patrician, Shang, and Lake (2010) and Flynn, Thomas-Hawkins, and Clarke (2009), examined the effect of a work environment construct that encompassed all three OC dimensions. Each study surveyed a specific group of nurses and measured the nurse practice environment. Both studies found that respondents who rated their practice environments as unfavorable were more likely to experience burnout than nurses who rated their practice environment as favorable. Although the findings of Patrician et al. (2010) showed an odds ratio of 4.60, the study by Flynn et al. (2009) reported odds ratios of up to 12.70. That is, according to the latter study, nurses who experience an unfavorable work environment are nearly 13 times more likely to experience emotional exhaustion than those in a favorable environment.
Although the previously mentioned studies suggest a positive impact of a favorable OC on employee mental health outcomes, we should keep in mind that they are cross-sectional Medium: Medium (5Y9) Score of 6 (2 studies) High (10Y14) Score of 7 (7 studies) Score of 8 (7 studies) Score of 9 (3 studies) High: Score of 10 (2 studies) in nature. However, we found one longitudinal study that did assess the impact of the climate on health care workers' mental health over time. Ylipaavalniemi et al. (2005) conducted a prospective cohort study on the relationship between team climate and doctor-diagnosed depression among various hospital employees (n = 3,651). The authors measured team climate, which included aspects of two OC dimensions (group behaviors and communication), and tested whether this could predict the 2-year incidence of depression. Their results revealed an association between poor team climate and the risk of depression that was independent of lifestyle factors and psychological distress at a baseline. Thus, a favorable OC appears to positively influence the mental health of health care employees. Another interesting finding was that job control, work demands, and job strain were not predictors of the 2-year incidence of depression. The authors concluded that the job strain model and the team climate model must therefore reflect different aspects of the work environment (Ylipaavalniemi et al., 2005, p. 120) , which is consistent with our initial assumption that studies focusing on job design are examining something different than studies that focus on OC. Another cross-sectional study, by Hanrahan, Aiken, McClaine, and Hanlon (2010) , focused on the effect of work environment on burnout using a sample of 353 hospital psychiatric nurses. This study tested the impact of a composite work environment scale encompassing all three OC dimensions and the impact of the individual subscales. Their analyses showed that the nurseYphysician collaboration and the leadership subscales were both significantly associated with nurse emotional exhaustion, whereas the participation subscale was not. The composite scale was also revealed to be significantly associated with emotional exhaustion. Notably, the effect of the composite scale appeared to be stronger than the effects of the individual subscales. Flow diagram of study selection Table 3 Summary of total quality scores of included studies Overall, the studies that tested a composite scale of OC dimensions showed that there is a statistically significant and positive association between OC and mental health outcomes.
Leadership and Mental Health Outcomes
Of the three OC dimensions, the leadership and supervision dimension has been the one most often used to predict employee mental health outcomes with nearly 40% of the relationships reported in the included studies testing at least one aspect of the leadership and supervision dimension (e.g., supervisory support, trust in the leader, and fairness of leadership).
Within the leadership and supervision dimension, the impact of supervisor support was the aspect most often tested. Some studies reported that poor mental health outcomes were significantly lower with strong supervisor or higher management support (Akerboom & Maes, 2006; Kawano, 2008 ; Van Bogaert, Meulemans, Clarke, Vermeyen, & Van de Heyning, 2009). Here, Akerboom and Maes (2006) showed that supervisor support had a negative impact on reported psychological distress among their sample of Dutch nursing home employees. Kawano (2008) reported a significant negative impact of direct supervisor support on emotional exhaustion and depression in Japan, whereas Van Bogaert et al. (2009) found that support from top management can lower emotional exhaustion. However, overall, the findings appear to be inconsistent with several other studies in failing to find a significant relationship between management support and mental health outcomes (Eriksen, Tambs, & Knardahl, 2006; Gunnasdottir, Clarke, Rafferty, & Nutbeam, 2009; Jenkins & Elliot, 2004; Jolivet et al., 2010; Meeusen, Van Dam, Brown-Mahoney, Van Zundert, & Knape, 2011) .
Other predictors categorized within the leadership dimension were somewhat heterogeneous. Four studies tested the impact of a more general measure of nurse management (variously labeled ''nurse manager skills,'' ''nurse manager ability, leadership and support,'' ''relationship with head nurses,'' or ''nurse management'') and reported significantly Results of data analysis Note. Each analysis of a mental health outcome casts one ''vote'' for every organizational climate dimension it includes. The sign of the vote reflects whether the association of the organizational climate dimension and mental outcome is positive or nonsignificant. *Organization Climate refers to a composite climate scale. lower emotional exhaustion (Friese, 2005; Hanrahan et al., 2010; and burnout (Poncet et al., 2007) in situations of highly rated nurse management. According to Williams, Baier Manwell, Konrad, and Linzer (2007) and Linzer et al. (2009) , leadership alignment is also negatively associated with burnout among physicians. Ylipaavalniemi et al. (2005) and Eriksen et al. (2006) both used a longitudinal design and looked at the impact of the way an employee perceives fairness of leadership on mental health outcomes. The research team of Ylipaavalniemi et al. (2005) found that perceptions of unfair leadership positively predicted employee depression. In contrast, Eriksen et al. (2006) failed to find a significant relationship between this predictor and employee psychological distress. A recent study by Bobbio, Bellan, and Manganelli (2012) examined five types of leadership behavior and found that three of them, namely leading by example, informing, and showing concern/interaction, were significantly related to nurses reporting less emotional exhaustion, whereas the other two types (participative decision-making and coaching) were not. Moreover, their results showed that having trust in the leader was negatively associated with emotional exhaustion.
In our overall review, 17 of the 29 relationships (59%) categorized as falling within the leadership and supervision dimension were reported as statistically significant and 12 relationships (41%) as nonsignificant. None of the significant relationships suggested that leadership led to an increase in poor mental health among employees.
Group Relationships and Mental Health Outcomes
A total of 26 relationships had been tested in the group relationships and behavior dimension of OC. In contrast to the inconsistent findings related to social support in the leadership dimension, the studies included in the group relationships and behavior dimension consistently revealed that coworker social support has a significant effect on employee mental health. Three cross-sectional studies provided support for a negative effect of coworker social support on emotional exhaustion (Jenkins & Elliot, 2004) , anxiety and depression (Kawano, 2008) , and burnout (Meeusen et al., 2011) . Moreover, Eriksen et al.'s (2006) longitudinal study showed that changes in the work situation that resulted in less support and less encouragement were positively associated with a higher level of psychological distress. Despite the consistent evidence these studies provide on the importance of coworker social support in explaining employees' mental health, there was one study that failed to find such a relationship (Akerboom & Maes, 2006) .
Given that most of the reviewed studies focused on nurses, a considerable amount of evidence was collected on the impact of the nurseYphysician relationship on nurse mental health outcomes. Friese (2005), for example, reported a significant, negative association between collegial nurseYphysician relationships and nurse emotional exhaustion. The results described in The other relationships tested within the group relationships dimension included more general predictors of the relationship between workers, such as ''social climate, '' ''cohesion,'' or ''interpersonal relationship.'' Arnetz, Lucas, and Arnetz (2011) , in a cross-sectional design, tested the impact of social climate on the general mental health of employees using a sample of nurses working in four Swedish hospitals. Results showed that employees' positive perceptions of social support and cohesion among colleagues positively influenced their mental health. Arnetz and Blomkvist's (2007) longitudinal study found a similar result. One of the most significant predictors of good mental health was a positive work climate, which refers to a positive, supportive atmosphere at work and cohesion among coworkers. Having said this, Eriksen et al.'s (2006) longitudinal study did not support this finding.
Both Jolivet et al. (2010) and Kawano (2008) found evidence that a good interpersonal relationship between workers had a negative effect on employee symptoms of depression. Kawano (2008) reported a similar result for employee anxiety.
On aggregating these results, it becomes clear that most of the relationships tested in the second dimension, namely group behaviors and relationships, point to a statistically significant association between group relationships and mental health outcomes: 19 of the relationships tested (73%) were statistically significant, whereas only 7 relationships were not (27%). All of the relationships showed that positive group behavior is positively related to mental health among employees.
Communication and Mental Health Outcomes
The third OC dimension, referring to communication and perceived participation within the organization, was the least often examined. Only 15 such relationships (20% of the total relationships tested) were tested by the 11 studies reviewed here. The study by Arnetz et al. (2011) reported a direct, positive relationship between perceived participation and employees' mental health. Furthermore, they found evidence of an indirect effect of performance feedback on their mental health outcome measure. However, neither form of relationship had been supported by an earlier longitudinal study of Arnetz and Blomkvist (2007) . These earlier findings, regarding the lack of an impact of employees' perceived organizational participation on mental health outcomes, were supported by other cross-sectional studies (Friese, 2005; Hanrahan et al., 2010; Stone, Du, & Gershon, 2007) and one longitudinal study (Eriksen et al., 2006) .
The research into other aspects of the communication dimension has also yielded inconsistent findings. Jolivet et al. (2010) reported a significant indirect effect of low communication in the work unit on the prevalence of depressive symptoms in nurses, whereas Akerboom and Maes (2006) failed to find any significant relationship between communication and psychological distress or emotional exhaustion. Similar inconsistencies can be seen in the findings when investigating information transfer as a potential predictor of mental health outcomes. Linzer et al. (2009) examined the relationship between informational emphasis and physician burnout and found a statistically significant association. However, Williams et al. (2007) reporting on a different sample, albeit from the same study, found this relationship to be nonsignificant.
Overall, in contrast to the other two dimensions, there is little empirical support for the communication and participation dimension having an influence on the mental health outcomes of employees working in health care organizations. Although 5 of the 15 relationships reported in the studies included in this review were statistically significant, most of the tested relationships (67%) were nonsignificant.
Conclusions and Discussion
Conclusions
The aim of this article has been to provide a comprehensive overview of the published evidence on relationships between OC and mental health outcomes among employees working in health care organizations. In taking a global approach to OC (Patterson et al., 2005) , we distinguished three OC dimensions: (1) leadership and supervision, (2) group relationships and behavior, and (3) communication and participation. These dimensions guided our systematic review of empirical studies published in the period from 2000 to 2012 that had examined the OC concept. Overall, our findings support claims that a ''good'' OC contributes positively to the mental health of employees. In the reviewed studies, a ''good'' OC is seen in terms of employee perceptions, including perceptions of coworker support, nurseYphysician collaboration, leadership alignment, and trust in leader.
Although somewhat similar to the now dated reviews by MacDavitt et al. (2007) and Gershon et al. (2007) , our review adds additional detailed analyses assessing the significance of individual OC dimensions for health care organizations.
The studies that examined a composite OC scale showed that OC relates positively to the mental health of employees working in health care organizations. Both crosssectional and longitudinal studies offered support for this positive relationship. Furthermore, most of the empirical research on the influence of individual OC dimensions also pointed in this direction.
From our review, it was clear that most OC research focuses on aspects belonging to the leadership or group relationships dimensions, with only a small part of the research including aspects related to the communication or participation dimension. The group relationships and behavior dimension proved to be the dimension most strongly related to mental health outcomes, followed by the leadership and supervision dimension. In terms of group relationships, coworker support and nurseYphysician relationships were important influences on employee mental health. This last aspect is in line with Schmalenberg and Kramer's (2009) observation that high-quality nurseYphysician relationships not only lead to positive patient outcomes but also to positive outcomes among nurses and physicians. Regarding relationships with leadership and supervision, we particularly found evidence that relationship-focused management (using predictors such as ''good relationship with manager'' and ''leadership alignment'') had positive effects on emotional exhaustion, indicating that relationshipfocused managers are crucial in protecting health care employees from burnout (see also Schreuder et al., 2011) .
There was relatively little evidence, and what there was was inconsistent, of a relationship between communication and mental health outcomes. This could be due to the use of different concepts and measures for aspects categorized under this dimension. Compared to the research addressing the other two dimensions, there was little consistent use of concepts across studies (such as with supervisor support within the leadership dimension and the nurseYphysician relationship in the group relationships dimension). Further research employing consistent concepts and measures of information-sharing mechanisms is needed.
Conceptual Model
On the basis of our systematic review, we have developed a conceptual model that reflects the established pathways from the OC dimensions to mental health outcomes (see Figure 3) . Figure 2 shows that most empirical research has focused on the effects of OC on burnout or emotional exhaustion. One explanation for this focus could be that burnout is a job-related mental health outcome, whereas other mental health outcomes are more generic in nature. On the basis of the results of their meta-analysis, De Boer et al. (2011) highlighted the importance of OC in preventing anxiety and depression among health care professionals caused by critical incidents. As such, it would be valuable to obtain additional knowledge on the relationship between OC and outcomes such as depression and anxiety.
Following the theoretical model proposed by Wilson et al. (2004) , it might be helpful to include mediators when examining the relationship between OC and somewhat general mental health outcomes. Several studies in our review had indeed tested the effect of mediators such as stress (Williams et al., 2007) , perceptions of effortYreward imbalance (Jolivet et al., 2010) , and organizational efficacy (Arnetz et al., 2011) . The use of a range of mediating mechanisms might help to better explain the effect of OC on various mental health outcomes. It would be particularly relevant to investigate the role that health care-specific job demands (e.g., high emotional labor, interdisciplinary tensions, long working hours) play in the established pathways.
Future Research Agenda
Our findings have several implications for OC research. First, most of the studies included in this review did not examine the collective perceptions and interpretations of an organization's attributes but measured the employees' individual perceptions. By adopting an individual unit of analysis, these studies examine psychological climate rather than focus on the effects of OC. It struck us, when reviewing the studies, that most studies fail to address this distinction or mention and explain their choices regarding their level of analysis. Notwithstanding the contribution of the individual approach to OC, we believe researchers should be more explicit in explaining and justifying their approach. To remove the confusion produced by the use of multiple terms and measures, the field of OC research would benefit by clearly defining its levels of theory, measurement, and analysis (Parker et al., 2003) . The study by Patrician et al. (2010) provides a good example by clearly specifying their conceptual and empirical reasons for choosing a purely individual-level approach when testing the effect of OC on nurses' work outcomes. Second, only a few studies have investigated the relationship between OC and employee mental health outcomes over time, with most studies having used a cross-sectional research design. Because one cannot rule out the possibility of reverse causation when using cross-sectional data, our review indicates a need for increased longitudinal research. This may be particularly salient for this field because employees who have poor mental health conditions (e.g., depressive employees) may overreport an unfavorable working environment.
In addition, the studies in this review exclusively used employee self-reports of mental health outcomes. Studies that rely on self-reporting may be prone to many kinds of response bias, and correlations may be inflated by common method variance (Panari, Guglielmi, Ricci, Tabanelli, & Violante, 2012) . However, relying solely on ''objective'' data, such as health care costs or health care utilization, may not fully capture the mental health status of employees. Combining both self-reporting and other mental health measures may overcome these concerns.
Finally, most of the reviewed studies only examined the individual effects of OC subscales on employee mental health. Despite the significant positive results reported in these studies, our review shows that stronger effects were found in studies employing a composite OC scale (Flynn et al., 2009; Hanrahan et al., 2010 , Patrician et al., 2010 . Moreover, the study by Hanrahan et al. (2010) , which tested the impacts of both a composite scale as well as the individual subscales, found that the composite scale had a stronger effect than the separate subscales. Although the inclusion of a composite scale did not result in an effect greater than the sum of its individual parts in this specific study, it would be interesting to investigate whether Theoretical model resulting from systematic review a combination of OC aspects could have a positive synergistic effect on mental health outcomes. Future research should therefore not only focus on the influence of a composite OC scale or the influence of individual subscales but also include the combined effects of both. This would enable more light to be shed on the role that different climate perceptions play in explaining employee mental health.
Implications for Practice
Understanding how OC is associated with mental health outcomes is important because it provides information on how to prevent mental health problems occurring among health care staff. Our results have several implications.
First, our results indicate that there is a need to give attention to group relationships and group behavior within health care organizations. Empirical evidence indicates that aspects such as coworker support and cohesion among colleagues are crucial in preventing mental illnesses among health care employees. Various means such as decreasing competition among coworkers and creating a strong set of standards that encourages coworkers' positive interactions could help achieve this (Chiaburu & Harrison, 2008) . With the increased focus on team-based work and interactions among health care workers, the relationships between employees become increasingly important.
Furthermore, our results indicate that leadership and supervision should not be ignored when seeking to support employees' mental health. Relationship-oriented leadership styles and behaviors play an important role in maintaining mentally healthy employees. Including competences such as showing concern and support in management development training can stimulate the development of relationshipfocused leadership styles (Schreuder et al., 2011) .
Another practical implication is that health care organizations that actively try to align their attempts to stimulate good leadership, group relationships, and communication, rather than merely invest in one of these OC dimensions, will probably see a stronger effect on the mental health of their employees.
To conclude, we see a need to expand occupational health and safety policies to include the social and interpersonal environment. If health care organizations want to successfully address mental health issues among their staff, our findings suggest that they will benefit from incorporating OC into their health and safety policies.
